





































































































Following you will find a list of code numbers followed by a pending reason,
for both general information, and information particular to an item of medical
equipment or speciality. When you receive the PA form back and any other
information submitted with it, you will find a code number under the service
name Box. If no code has yet been assigned with respect to an item of missing
information, then a handwritten response will be present in this area. Refer
to this list to ascertain what additional information is required to evaluate
your request. When you have secured such additional information, make the
notation, "Additional Information Requested" prominently on the face of the
document that is now being submitted for the first time. Submit the original
prior authorization and other documentation that you originally submitted,
along with this new documentation. Otherwise we may be unable to honor its
effective date properly. Failure to submit the requested information within
15 working days may result in the denial of the request.

PSYCHOTHERAPY
You have failed to provide:
130 Diagnosis based on ICD-9-CM or DSM III
131 Brief History
132 Description of symptoms, problems, living and working situation
133 Nature of therapy being provided
134 Treatment plan, goals, and strategies for achieving them
135 Response of the recipient to treatment to date
136 Prognosis
137 Summary of the previous prior authorization request immediately
preceeding this one.
138 Estimated duration and frequency of treatment

139 Dates of previous hospitalizations
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CHIROPRACTIC
You have failed to provide:
140 Diagnosis
141 Specific spinal subluxation site
142 (A) Date and history of onset (B) Dates of any exacerbation of the
condition
143 Subjective complaints
144 Description of therapy
145 Prognosis
146 Extenuating circumstances
147 Record of previous chiropractic care

(A) Present calendar year
(B) Previous calendar year

148 Frequency of visits being requested
149 Duration of care anticipated and schedule of declining frequency of
visits.
GENERAL

You have failed to provide:

160 Current, complete M.D. order

16l Complete and Appropriate Diagnosis

163 Sufficient information to support your request.

le4 Name and credentials of individual delivering service

165 Photographs or x-rays necessary to process your request.

166 The recipients MA/GAMC #.

1e7 The datea for which you are seeking P.A.

168 The date of MA/GAMC application, date of County Board action, date of

retroactive eligibility.

169a PA and all its attachments which are personally signed by the
enrclled provider and individual delivering services.

170 An appropriate or correct procedure code.

171 A product description or explanation




NOTE:

ATTACHMENT III

DURABLE MEDICAL EQUIPMENT

The following documentation is required for all durable medical
equipment (DME) that requires prior authorization. From time to time,
there will be more specific criteria published with respect to specific
items of durable medical equipment. the information published

by 1-4 below. Note the appropriate pending code assigned tc each item
of information.

GENERAL REQUIREMENTS

You have failed to Provide:

Pending Reason
Code #

100

101

A current MD order for the requested item(s) including any
special adaptations. Current is defined as signed and
dated within the past two months.

A physician’s satement to justify medical necessity to
include:

10la. All Diagnoses

101b. A list of the functional deficit(s) which indicate a need

for the requgsted equipment. The assessment may be made by
either an M.D. or R.P.T.

10lec. Reasons why use of the requested piece of equipment in the

home is not contraindicated. It is required that
contraindications are addressed when requesting such 1items
as patient lifta, wheelchairs, hospital beds, respiratory
equipment i.e. large, heavy and/or bulky equipment which
might create space and/or mobility problenms,

101d. A description of the patient’s present functional status

and the anticipated functional status with the use of this
equipment.

101le. Justification that this equipment is necessary for the

continuous and exclusive use of the recipient to meet an
unusual medical need. This item applies to long term care
facilities operating under a per dienm.

101f. A plan to instruct the patient and caretakers to safely

and competently use and care for the equipment.



Pending Reason
Code #

101qg.

101h.

A statement of the estimated length of time the equipment
will be necessary.

Documentation that all less costly alternatives to the
requested equipment have been tried or censidered and why
they are not satiafactory.

Information to be submitted by the vendor to include:

102

102a.

103

A determination of whether or not the recipient is
eligible for Part B Medicare or payment from any other
third partiea. If Part B Medicare billing has been
denied, a copy of the review request and final Medicare
appeal determination must be provided.

An equipment purchase and rental history of all durable
medical equipment that the reicpient has used in the past
five years including repairs, dates rental/purchase,
nature of repairs and costs of such.

Dates for which you are seeking prior authorization

NOTE: In most cases, if the equipment which is the
subject of the prior authorization request has been rented
in the past, the cumulative rental shall not exceed the HA
allowable purchase price. Any rental already paid shall be
deducted from the allowable pruchase price.

HOSPITAL BEDS

Hospital Beds (Standard)

You have failed to provide:

Ihe roilowing pending reasons are specific to the item they are listed under.
Provide this intormation in aadition to 100-103 above if the DME you are
requesting P.A. for 18 one o0t the iluiiuwing:

104

104a

A statement that patient’s conditlon reguires positioning
of the body ana reasons Lueleivre. Frescription must
establish medical necessity and include a description ot
the medical condition e.g. cardiac disease, chronic
obstructive lung disease, quadriplegia or paraplegia, and
also the severity and frequency ot the symptoms of the
condition that necesaitates a hospital bed for
positioning, and,

or that the required attachments cannot be fixed and used
on an ordinary bed.



Pending Reason

Code #
105

105a

106

106

106b(1)

106b(2)

107

107a

107b

107c
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Semi-Electric And Total Bed (Head & Foot Adjustment)

The above criteria for Standard Bed, and

A statement that the patient’s need for position
changes are frequent and/or immediate so that the
patient must be able to effect these changes
him/herself aas no delay can be tolerated.
Exceptions may be made to this last requirement in
cases of spinal cord injury and brain damaged
patients, severe respiratory or circulatory
problems.

Total Electric Bed (Head, Foot Height Adjustment)

2,

PATIENT

Meets requirement of Hosptial Bed Standard 1 and 2
or 1 and 3.

Covered for one of the following conditions:

Severe arthritis and other injuries to lower
extremities, e.g9., fractured hip. The condition
requires the variable height feature to assist the
patient to ambulate by enabling the patient to
place his or her feet on the floor while sitting
on the edge of the bed.

Severe cardiac conditions. For those cardiac
patientas who are able to leave bed, but who must
avoid the strain of "jumping" up or down.

LIFT (frequently Hoyer Lift)

Documentation concerning training of caretakers
(family and others including Personal Care
Attendant) in patient transfers and why this
method is not feasible.

The weight (can be estimated) and height of the
patient and height, weight, general strength and
age of primary caretaker(s).

Documentation that the patient and caretakers have
used the lift together and handle it
satisfactorily.

A statement that the residence has been carefully
assessed to determine that a lift can be used in
those areas where it is needed, i.e., from bed to
chair, from chair to lavatory, etc.



Pending Reason

Code #

108

108B(1)

108B(2)

108B(3)

108B(4)

108B(5)

108B(6)

108B(7)

n.
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MOBILITY DEVICES

A current M.D. order for the requsted ,specially
designed or motorized wheelchair, including all
diagnoses. The order must include a complete list of
any modifications or accessories needed, and the
medical rationale. NOTE: when a recipient is younger
than 15, the M.D. must provide a signed statement that
this person possesses sufficient maturity and
responsibility to handle the machine safely with
respect to himself and others. Also, if & non
contract wheelchair is being requested written M.D.
justification must be provided as to why the requested
chair is superior in meeting the needs of the patient
over and above the contract version.

A functional evaluation of the recipient by the
physician or a qualified physical therapist is
submitted. Including:

1) Evidence that the prescribed item can be
operated by the recipient and is effective.
NOTE: When the request is a first time
purchase of an electric wheelchair there must
be documentation that the client has tried the
requsted machine, or one very similiar, and
has beginning skills in manuvering it.

2) Muscle strength and coordination to push a
wheelchair.

3) Tolerance for the use of a wheelchair over an
extended period to time.

4) Sitting balance.
5) Range of motion.
6) Spasticity level.

7) Pain tolerance




C. A atatement from a social worker, Regiastered Nurse or
Physical Therapist to include:

Pending Reason

Code #

108C Present wheelchair activity, including means
of getting around in.

108C(1) 1) MHeans of accomplishing transfers.

108C(2) 2) MNeans of dressing, bathing and accomplishing
personal care.

108C(3) 3) Other special needs.

OXYGEN
Please refer to Attachment I for information concerning the Prior
Authorization requirements. NOTE: There have been substantial changes in
this requirement.
M.D Prescription to include:

112(1) 1) Diagnoses

112(2) 2) Liter flow/concentration of 02 both at reat and
ambulatory when applicable.

112(3) 3) Frequency and length of time/adminstration
112(4) 4) Mode of administration i.e. cannula, mask
112(5) 5) Estimated duration/use

112(8) 6) Order for self administration if applicable
112(7) 7) PAO2 and oxygen saturation

113 Care plan to demonstrate and document the need for

supplemental 02.

114 Justification concerning why the particular form of 02 has
been selected over and above others. (Supplier or M.D.)

NOTE: The need for 02 muat be reevaluated at intervals not to exceed 4,8 and
12 months.



APNEA MONITORS

Due to the nature of this item, this item may be provided to a new patient for
a period of 30 days while you are awaiting necessary documentation and/or a
response to your prior authorization reugest. If medical necessity is
established, this one month period will be approved even though no prior
authorization was submitted before providing the monitor. The following
criteria must be met in order to receive approval either for the one month "No
PA Requirement" period or continuation after the first month. This
retroactive approval only applies to new patients and not to continuing or
renewal prior authorization requests.

115 Documentation the recipient has experienced an apparent
life-threatening event, characterized by cessation of
breathing, bradycardia, color changes or a change in state
of consciousness.

116 Documentation that the infant was premature with a history
of apnea or bradycardia, or has a significant family
history of SIDS (Sudden Infant Death Syndrome).

117 A statement that provision has been made for adequate
family instruction, an organized support syatem, and
follow up.

118 A physician’s statement including the following:

118(1) (1) Diagnosis

118(2) (2) Clinical history

118(3) (3) Pneumogram result (including good component of asleep)

118(4) (4) Evaluation of results following each authorized

period of payment.

118(5) (5) Provisions which have been made for discontinuance of
the apena monitor and the criteria to be utilized in
determing when discontinuance is appropriate.



ATTACHMENT IV

Service Name

1. Tonsillectomy and/or adenoidectomy

2. Hysterectomy

3. Hernia repair

4. Cholecystectonmny

CPT-4---1984 Version

42820,
42830,
42860,

58150,
58265,
58280,

49500,
493520,
49552,
49570,
49590,
49610,

47600,
(47610

42821,
42831,
42870

58152,
58267,
58285

49505,
49523,
49555,
49575,
49600,
49611

47605,

42825,
42835,

58180,
58270,

49510,
49540,
49560,
49580,
49605,

47610,

with 473550)

42826,
42836

28260,
58275,

49515,
49550,
49565,
49581,
49606,

47620,





